Behaviour therapy, which has met with notable success in the treatment of phobic anxiety states and in different forms of sexual deviation, has been used in relatively few cases of obsessive neurosis, and in the few cases reported the results were poor (2) . This is not surprising since no other treatment method, except perhaps leucotomy, has altered the course of this disease (3) .
A new technique of treating phobic patients -reciprocal inhibition by aversion relief (4, 5)-seemed, with some modification, to lend itself to the treatment of obsessive neurosis. The present case history describes the first application of this technique to an obsessive neurotic subject. dition on discharge was unimproved, subsequent marriage to her husband (with household assistance from her mother) enabled her to remain out of hospital until her admission to the Allan Memorial Institute.
Both parents had marked obsessive personality features. The patient was brought up in a tense, unhappy atmosphere. Two of her three siblings, a brother now aged 51, and one of her sisters, now 47, were on tranquillizers for reasons unknown to the patient.
As a schoolgirl, she was generally shy and submissive, given to daydreaming but a show-off in class. After matriculating from high school, the patient attended business college and then worked as a secretary. She has masturbated since the age of eight and has had strong sexual impulses since age 13 but actual experiences have been limited to her husband. These were apparently satisfactory. Her marriage, begun at age 39, is .basically happy and there is one daughter now nine years old.
Treatment
During the three months of hospitalization prior to behaviour therapy, drug therapy with both major and minor tranquillizers and antidepressants and ten nitrous oxide treatments had no noticeable effect upon her behaviour. She, herself, raised the question of frontal lobotomy, saying it would he preferable to her present condition. She was referred for behaviour therapy.
Since symptom removal is the sine qua non of behaviour therapy, the treatment program started with a careful listing of the patient's obsessive symptoms, noting wherever possible the relationship between anxiety-provoking events and anxious obsessive responses.
A perusal of the anxiety-provoking thoughts and actions showed that they were either unladylike thoughts, such as thinking of somebody's penis, or the opposite, very snobbish thoughts, such as using the word 'sofa' instead of 'chesterfield', the former being more 'upper crust'; thoughts expressing her social 623 Canad. Psychiat. As•• J. Vol. 14 (1969) Mrs. KL., a 49-year-old housewife, was admitted to the Allan Memorial Institute with an assortment of obsessive thoughts, compulsive acts and rituals which occupied most of her day. She was also depressed and felt guilty and inadequate. A few weeks prior to her admission her husband was injured. Worry over his condition had greatly increased the intensity and frequency of her compulsions until she was totally incapacitated.
Mrs. K.L.'s first obsessive experience at age 19 was followed by the gradual development of many obsessive thoughts and rituals. Psychiatric help was ineffective but, despite her obsessions, she continued to function as a secretary for the next 18 years.
At the age of 29 she met her present husband but after an eight-year long affair she began to feel rejected by him and experienced an intensification of her obsessive symptoms, which culminated in her first hospitalization at age 37. A three-month period of treatment with subcoma, insulin, E.C.T. and psychotherapy on the psychiatric ward of a general hospital had negligible effects, and she was transferred to a mental hospital. During this second admission she was treated with high doses of phenothiazines for nine months. Although her con- anxieties, for example her husband lacks a sense of humour and is not popular; or the recall of a frightful event, for example watching an epileptic seizure. They also reflected a need to prove that, despite her working class background, both she and her daughter came of a 'good family'. She worried lest her daughter would grow up to be neurotic but at the same time did her best to control, suppress and mummify her daughter's behaviour. (A list of anxiety stimuli and anxiety responses are included in an appendix).
Before behaviour therapy commenced the number of daily hand washings was tallied to establish a base line against which the results of the treatment could be measured. The ten day average amounted to 399 per day, ranging from 157 to 723 per day.
Reciprocal inhibition by aversion relief therapy was given three to four times a week in half-hour sessions. The patient was required to write several narratives (in the first person, present tense) of her obsessive experiences, describing in detail the anxiety-provoking event, the obsessive rumination, the mounting anxiety and the ritual which followed. These narratives were tape-recorded by the patient. While these stories were played back to her through earphones, aversion relief-the cessation of electroshock administered to her finger-was paired with the verbal expression of an anxiety-provoking event, obsessive thought or compulsive act, thus providing reciprocal inhibition of the anxiety stimuli and anxious responses.
The following examples of the treatment procedure are verbatim excerpts from the patient's narrative:
" After the first 20 sessions the compulsive hand-washing ceased and the patient felt much relieved. An apparently rudimentary form of the habit persisted. Whenever she had an unclean thought she went into her room, took three steps ahead and three steps back but returned from the room without having entered the bathroom to wash her hands. After this compulsion was also eliminated the other rituals were treated in a similar manner-one ritual per session.
Psychotherapy was restricted to a rational explanation of the treatment plan. No interpretation was made even when the motivation behind some of the obsessions was quite obvious.
She was discharged about ten weeks after the start of treatment. Weekly sessions continued but the number gradually decreased from three per week to one every two weeks, finally terminating nine months after therapy began. Over this period she had a total of 70 sessions of behaviour therapy. She then claimed that, although she still had obsessive thoughts about the rituals she used to perform, she no longer had to perform them. She now managed her household chores without help-something she had not done for the previous eleven years-and worked happily in a volunteer organization. She still worried about being popular and about the health of her husband and her daughter.
One year after therapy terminated, on learning that her husband had inoperable cancer, she suffered a relapse and some of her obsessive thoughts and rituals returned. Within five treatment sessions, however, these obsessions were eliminated and this improvement has been maintained without further treatment for two years.
Discussion
Under the assumption that a single impulse motivates obsessive behaviour, and that rendering this impulse ineffective would eliminate the entire chain of symptoms (6) , aversion relief applied to the anxiety stimulus might be sufficient treatment. This direct connection between anxiety stimulus and obsessive symptoms may be observed in acute cases; for example, to the possibility of being contaminated the patient responds with anxiety and compulsive hand-washing; or of making an error, with checking and re-checking; but in the present case no such point to point relationship could be observed. Indeed, a great number of stimuli were capable of triggering anyone of a great number of obsessive symptoms. It was also obvious from the narratives that performance of the ritual, as Wolpe (8), Haslam (1) and wu. ton (7) have suggested, often led to an elevation in anxiety. It seemed as if the feeling of a lack of mastery over her behaviour-that she was forced to perform her rituals-increased her anxiety. For both reasons-multiplicity of connections between anxiety stimulus and obsessive symptoms and anxiety generated by the obsessions -the reinforcement paradigm chosen applied aversion relief to both the anxiety stimulus and the obsessive symptoms. The favourable results would appear to justify the use of such a paradigm.
However it is not possible to generalize for one case. Another paradigm, perhaps applying punishment to the obsessive symptoms as well as the relief to the anxiety stimulus, may have been more effective. Such a possibility is now being studied on several obsessive patients.
Appendix
The following thoughts, actions or events were identified as being capable of triggering off anyone of her rituals. a) Sexy thoughts, both heterosexual and lesbian. b) Aggressive thoughts, e.g. arrogant, snobbish, critical ideas, 'death wishes'. c) Telling empty but socially convenient lies, exchanging niceties, etc. d) Any thought of God or religion, if not surrendering to the temptation to confess. e) Thoughts of losing social status. f) Before starting to do anything. g) Witnessing a frightening event or recalling it. h) Fear of germs and dirt, especially after a bowel movement.
To all these anxiety-provoking events she responded with any of the following rituals:
1) To wash her hands once or four times. 2) To put on her garments in even numbers. 3) To lie down and wash hands alternately eight times. 4) To retrace her steps from the point where she had a disturbing thought. 5) To re-read the words when she had a disturbing thought. 6. To collect newspaper articles which made her anxious. 7) To brush her teeth repeatedly each time she had a disturbing thought. 8) To wash her face repeatedly. 9) To smoke four times and again four times. 10) To walk in and out of her room. 11) To sit down and get up repeatedly. 12) To perform a certain ritual on the toilet. 13) To look first at one shoulder and then the other. 14) To carry out her duties in a systematic and orderly fashion. 15) To comb her hair in a prescribed manner. 16) To lock and unlock the car door repeatedly. 17) To cross and uncross her legs. 18) To re-read the last four and the first four words of the page. 19) To read and re-read all letters on milk bottle tops before throwing them away. 20) To weigh herself eight times, morning and night. 21) To get in and out of her bath four times. 22) When driving a car, to switch from 3rd to 4th gear four times. 23) When squeezing detergent in the water to wash dishes, to empty the bowl and put detergent in four times. 24) To dry dishes four times when doing them alone. 25) When making the bed alone, to tuck the cover in four times. 26) To put on make-up repeatedly. 27) To stand her shoes so that the toes are pointing outwards and the shoes do not touch. 28) To fill and empty the kettle four times. 29) To retrace her steps on the street when seeing a piece of paper and to pass by without taking her eyes off the paper. 30) To read over the headlines and the date of newspapers before throwing them out.
